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 Change Request 9533 
 
SUBJECT: Comprehensive Care for Joint Replacement Model (CJR) Provider Education 
 
I. SUMMARY OF CHANGES: This Change Request is intended to disseminate information to providers 
and the public about the Comprehensive Care for Joint Replacement (CJR) model. The intent of the CJR 
model is to promote quality and financial accountability for episodes of care surrounding a lower ‑extrem  
joint replacement (LEJR) or reattachment of a lower extremity procedure. CJR will test whether bundled 
payments to certain acute care hospitals for LEJR episodes of care will reduce Medicare expenditures while 
preserving or enhancing the quality of care for Medicare beneficiaries. 
 
EFFECTIVE DATE: April 1, 2016 
*Unless otherwise specified, the effective date is the date of service. 
IMPLEMENTATION DATE: April 4, 2016 
 
Disclaimer for manual changes only: The revision date and transmittal number apply only to red 
italicized material. Any other material was previously published and remains unchanged. However, if this 
revision contains a table of contents, you will receive the new/revised information only, and not the entire 
table of contents. 
 
II. CHANGES IN MANUAL INSTRUCTIONS: (N/A if manual is not updated) 
R=REVISED, N=NEW, D=DELETED-Only One Per Row. 
 

R/N/D CHAPTER / SECTION / SUBSECTION / TITLE 

N/A  
 
III. FUNDING: 
For Medicare Administrative Contractors (MACs): 
The Medicare Administrative Contractor is hereby advised that this constitutes technical direction as defined 
in your contract. CMS does not construe this as a change to the MAC Statement of Work. The contractor is 
not obligated to incur costs in excess of the amounts allotted in your contract unless and until specifically 
authorized by the Contracting Officer. If the contractor considers anything provided, as described above, to 
be outside the current scope of work, the contractor shall withhold performance on the part(s) in question 
and immediately notify the Contracting Officer, in writing or by e-mail, and request formal directions 
regarding continued performance requirements. 
 
IV. ATTACHMENTS: 
Demonstrations 
 
 
 
 
 
 
 



Attachment - Demonstrations 
 

Pub. 100-19 Transmittal: 140 Date: February 19, 2016 Change Request: 9533 
 
SUBJECT: Comprehensive Care for Joint Replacement Model (CJR) Provider Education 
 
EFFECTIVE DATE:  April 1, 2016 
*Unless otherwise specified, the effective date is the date of service. 
IMPLEMENTATION DATE:  April 4, 2016 
 
I. GENERAL INFORMATION   
 
A. Background:   Section 1115A of the Social Security Act (the Act) authorizes the Centers for Medicare 
and Medicaid Services (CMS) to test innovative payment and service delivery models to reduce program 
expenditures while preserving or enhancing the quality of care furnished to Medicare, Medicaid, and 
Children's Health Insurance Program beneficiaries. Under the authority of the Center for Medicare and 
Medicaid Innovation (CMMI), CMS has published a rule to implement a new five year payment model 
called the Comprehensive Care for Joint Replacement (CJR) model on April 1, 2016. The intent of the CJR 
model is to promote quality and financial accountability for episodes of care surrounding a lower‑extremity 
joint replacement (LEJR) or reattachment of a lower extremity procedure. CJR will test whether bundled 
payments to certain acute care hospitals for LEJR episodes of care will reduce Medicare expenditures while 
preserving or enhancing the quality of care for Medicare beneficiaries. 
 
B. Policy:   Under the CJR model, acute care hospitals in certain selected geographic areas will take on 
quality and payment accountability for retrospectively calculated bundled payments for LEJR episodes. 
Episodes will begin with admission to an acute care hospital for an LEJR procedure that is paid under the 
Inpatient Prospective Payment System (IPPS) through Medical Severity Diagnosis‑Related Group 
(MS‑DRG) 469 (Major joint replacement or reattachment of lower extremity with MCC) or 470 (Major joint 
replacement or reattachment of lower extremity without MCC) and end 90 days after the date of discharge 
from the hospital. 
 
CJR Episodes of Care 
   
 
LEJR procedures are currently paid under the IPPS through one of two Medicare Severity‑Diagnosis Related 
Groups (MS‑DRGs):  MS‑DRG 469 (Major joint replacement or reattachment of lower extremity with 
Major Complications or Comorbidities (MCC)) or MS‑DRG 470 (Major joint replacement or reattachment 
of lower extremity without MCC).  Under the CJR model, episodes will begin with admission to an acute 
care hospital for an LEJR procedure that is assigned to MS‑DRG 469 or 470 upon beneficiary discharge and 
paid under the IPPS and will end 90 days after the date of discharge from the acute care hospital.  The 
episode will include the LEJR procedure, inpatient stay, and all related care covered under Medicare Parts A 
and B within the 90 days after discharge.  The day of discharge is counted as the first day of the 90-day 
bundle.  
   
 
CJR Participant Hospitals 
   
 
The model requires all hospitals paid under the IPPS in selected geographic areas to participate in the CJR 
model, with limited exceptions. A list of the selected geographic areas and participant hospitals can be found 
at https://innovation.cms.gov/initiatives/cjr. Participant hospitals initiate episodes when an LEJR procedure 
is performed within the hospital and will be at financial risk for the cost of the services included in the 
bundle. Eligible beneficiaries who elect to receive care at these hospitals will automatically be included in 



the model. 
 
CJR Model Beneficiary Inclusion Criteria 
   
 
Medicare beneficiaries whose care will be included in the CJR model must meet the following criteria upon 
admission to the anchor hospitalization: 
   
 

• The beneficiary is enrolled in Medicare Part A and Part B 
   
 

• The beneficiary's eligibility for Medicare is not on the basis of the End Stage Renal Disease benefit. 
   
 

• The beneficiary is not enrolled in any managed care plan. 
   
 

• The beneficiary is not covered under a United Mine Workers of America health plan. 
   
 

• Medicare is the primary payer. 
 

If at any time during the episode the beneficiary no longer meets all of these criteria, the episode is canceled. 
   
 
CJR Performance Years 
   
 
CMS will implement the CJR model for 5 performance years, as detailed below.  Performance years for the 
model correlate to calendar years with the exception of performance year 1, which is April 1, 2016 through 
December 31, 2016. 
   
 

• Performance Year 1 (calendar year 2016): Episodes that start on or after April 1, 2016, and end on or 
before December 31, 2016 
   
 

• Performance Year 2 (calendar year 2017): Episodes that end between January 1, 2017, and 
December 31, 2017, inclusive 
   
 

• Performance Year 3 (calendar year 2018): Episodes that end between January 1, 2018, and 
December 31, 2018, inclusive 
   
 

• Performance Year 4 (calendar year 2019): Episodes that end between January 1, 2019, and 
December 31, 2019, inclusive 
   
 

• Performance Year 5 (calendar year 2020): Episodes that end between January 1, 2020, and 
December 31, 2020, inclusive 
   
 



CJR Episode Reconciliation Activities 
   
 
CMS will continue paying hospitals and other providers and suppliers according to the usual Medicare fee 
for service payment systems during all performance years. After completion of a performance year, 
Medicare will compare or “reconcile” actual claims paid for a beneficiary during the 90 day episode to an 
established target price. The target price is an expected amount for the total cost of care of the episode. 
Hospitals will receive separate target prices to reflect expected spending for episodes assigned to MS-DRGs 
469 and 470, as well as hip fracture status. If the actual spending is lower than the target price, the difference 
will be paid to the hospital, subject to certain adjustments, such as for quality. This payment will be called a 
reconciliation payment. If actual spending is higher than the target price, hospitals will be responsible for 
repayment of the difference to Medicare, subject to certain adjustments, such as for quality. 
 
Identifying CJR Claims 
   
 
To validate the retroactive identification of CJR episodes, CMS is associating the Demonstration Code 75 
with the CJR initiative. This code will also be utilized in future CRs to operationalize a waiver of the three-
day stay requirement for covered Skilled Nursing Facility (SNF) services, effective for CJR episodes 
beginning on or after January 1, 2017. 
 
Medicare will automatically apply the CJR demonstration code to claims meeting the criteria for inclusion in 
the demonstration.  Participant hospitals need not include demonstration code 75 on their claims.  
Instructions for submission of claims for SNF services rendered to beneficiaries in a CJR episode of care 
will be communicated once the waiver of the three-day stay requirement is operationalized. 
   
 
Waivers and Amendments of Medicare Program Rules 
   
 
The CJR model waives certain existing payment system requirements to provide additional flexibilities to 
hospitals participating in CJR, as well as other providers that furnish services to beneficiaries in CJR 
episodes. The purpose of such flexibilities would be to increase LEJR episode quality and decrease episode 
spending or provider and supplier internal costs, or both, and to provide better, more coordinated care for 
beneficiaries and improved financial efficiencies for Medicare, providers, and beneficiaries. 
 
1) Post-Discharge Home Visits 
   
 
In order for Medicare to pay for home health services, a beneficiary must be determined to be "home 
bound". A beneficiary is considered to be confined to the home if the beneficiary has a condition, due to an 
illness or injury, that restricts his or her ability to leave home except with the assistance of another 
individual or the aid of a supportive device (that is, crutches, a cane, a wheelchair or a walker) or if the 
beneficiary has a condition such that leaving his or her home is medically contraindicated. Additional 
information regarding the homebound requirement is available in the Medicare Benefit Manual (Pub 100–
02); Chapter 7, "Home Health Services" Section 30.1.1, "Patient Confined to the Home". 
 
Medicare policy allows physicians and nonphysician practitioners (NPPs) to furnish and bill for visits to any 
beneficiary’s home or place of residence under the Medicare physician fee schedule (MPFS). Medicare 
policy also allows such physicians and practitioners to bill Medicare for services furnished incident to their 
services by licensed clinical staff. Additional information regarding the “incident to” requirements is 
available in 42 CFR 410.26. 
 
For those CJR beneficiaries who could benefit from home visits by licensed clinical staff for purposes of 
assessment and monitoring of their clinical condition, care coordination, and improving adherence with 



treatment, , CMS will waive the "incident to" direct physician supervision requirement to allow a beneficiary 
who does not qualify for Medicare home health services to receive post-discharge visits in his or her home 
or place of residence any time during the episode, subject to the following conditions: 
   
 

• Licensed clinical staff will provide the service under the general supervision of a physician or NPP. 
These staff can come from a private physician office or may be either an employee or a contractor of 
the participant hospital. 
 

• Services will be billed under the MPFS by the supervising physician or NPP or by the hospital or 
other party to which the supervising physician has reassigned his or her billing rights. 
 

• Up to 9 post discharge home visits can be billed and paid per beneficiary during each CJR episode, 
defined as the 90-day period following the anchor hospitalization. 
 

• The service cannot be furnished to a CJR beneficiary who has qualified, or would qualify, for home 
health services when the visit was furnished. 
 

• All other Medicare rules for coverage and payment of services incident to a physician's service 
continue to apply. 
 

As described in the Medicare Claims Processing Manual (Pub 100-04), Chapter 12, Sections 40-40.4, 
Medicare policy generally does not allow for separate billing and payment for a postoperative visit furnished 
during the global period of a surgery when it is related to recovery from the surgery. However, for CJR, 
CMS will allow the surgeon or other practitioners to bill and be paid separately for a post-discharge home 
visit that was furnished in accordance with these conditions.  All other Medicare rules for global surgery 
billing during the 90 day post-operative period continue to apply. 
   
 
CMS expects that the post-discharge home visits by licensed clinical staff could include patient assessment, 
monitoring, assessment of functional status and fall risk, review of medications, assessment of adherence 
with treatment recommendations, patient education, communication and coordination with other treating 
clinicians, and care management to improve beneficiary connections to community and other services. 
   
 
The service will be billed under the MPFS with a HCPCS G-code specific to the CJR post-discharge home 
visit, as listed in Attachment A. The post-discharge home visit HCPCS code will be payable for CJR model 
beneficiaries beginning April 1, 2016, the start date of the first CJR model performance year. Claims 
submitted for post-discharge home visits for the CJR model will be accepted only when the claim contains 
the CJR specific HCPCS G-Code. Although CMS is associating the Demonstration Code 75 with the CJR 
initiative, no demonstration code is needed or required on Part B claims submitted with the post-discharge 
home visit HCPCS G-Code. Additional information on billing and payment for the post-discharge home 
visit HCPCS G-Code will be available in the April 2016 release of the Medicare Physician Fee Schedule 
Recurring Update. Future updates to the RVUs and payment for this HCPCS code will be included in the 
MPFS final rules and recurring updates each year. 
 
2) Billing and Payment for Telehealth Services 
   
 
Medicare policy covers and pays for telehealth services when beneficiaries are located in specific 
geographic areas.  Within those geographic areas, beneficiaries must be located in one of the health care 
settings that are specified in the statute as eligible originating sites.  The service must be on the list of 
approved Medicare telehealth services.  Medicare pays a facility fee to the originating site and provides 
separate payment to the distant site practitioner for the service.  Additional information regarding Medicare 
telehealth services is available in the Medicare Benefit Policy Manual (Pub 100-02), Chapter 15, Section 



270 and the Medicare Claims Processing Manual (Pub 100-04), Chapter 12, Section 190. 
   
 
Under CJR, CMS will allow a beneficiary in a CJR episode in any geographic area to receive services via 
telehealth.  CMS also will allow a home or place of residence to be an originating site for beneficiaries in a 
CJR episode.  This will allow payment of claims for telehealth services delivered to beneficiaries at eligible 
originating sites or at their residence, regardless of the geographic location of the beneficiary.  CMS will 
waive these telehealth requirements, subject to the following conditions: 
   
 

• Telehealth services cannot substitute for in-person home health visits for patients under a home 
health episode of care. 
   
 

• Telehealth services performed by social workers for patients under a home health episode of care 
will not be covered under the CJR model. 
   
 

• The telehealth geographic area waiver and the allowance of home as an originating site under the 
CJR model does not apply for instances where a physician or allowed NPP is performing a face-to-
face encounter for the purposes of certifying patient eligibility for the Medicare home health benefit. 
   
 

• The principal diagnosis code reported on the telehealth claim cannot be one that is specifically 
excluded from the CJR episode definition. 
   
 

• If the beneficiary is at home, the physician cannot furnish any telehealth service with a descriptor 
that precludes delivering the service in the home (e.g., a hospital visit code). 
   
 

• If the physician is furnishing an evaluation and management visit via telehealth to a beneficiary at 
home, the visit must be billed by one of nine unique HCPCS G-codes developed for the CJR model 
that reflect the home setting. 
   
 

• For CJR telehealth home visits billed with HCPCS codes G9484, G9485, G9488, and G9489, the 
physician must document in the medical record that auxiliary licensed clinical staff were available on 
site in the patient's home during the visit or document the reason that such a high-level visit would 
not require such personnel. 
   
 

• Physicians billing distant site telehealth services under these waivers must include the GT modifier 
on the claim, which attests that the service was furnished in accordance with all relevant coverage 
and payment requirements. 
   
 

• The facility fee paid by Medicare to an originating site for a telehealth service will be waived if the 
service was originated in the beneficiary's home. 
 

The telehealth home visits will be billed under the MPFS with one of nine HCPCS G-code specific to the 
CJR telehealth home visits, as listed in Attachment A.  The telehealth home visit HCPCS codes will be 
payable for CJR model beneficiaries beginning April 1, 2016, the start date of the first CJR model 
performance year.  Claims submitted for telehealth home visits for the CJR model will be accepted only 
when the claim contains one of nine of the CJR specific HCPCS G-Code.  Although CMS is associating the 



Demonstration Code 75 with the CJR initiative, no demonstration code is needed or required on Part B 
claims submitted with the post-discharge home visit HCPCS G-Code.  Additional information on billing and 
payment for the telehealth home visit HCPCS G-Codes will be available in the April 2016 release of the 
Medicare Physician Fee Schedule Recurring Update.  Future updates to the RVUs and payment for these 
HCPCS codes will be included in the MPFS final rules and recurring updates each year. 
   
 
II. BUSINESS REQUIREMENTS TABLE 
  
"Shall" denotes a mandatory requirement, and "should" denotes an optional requirement. 
  
Number Requirement Responsibility   
  A/B 

MAC 
D
M
E 
 

M
A
C 

Shared-
System 

Maintainers 

Other 

A B H
H
H 

F
I
S
S 

M
C
S 

V
M
S 

C
W
F 

9533.1 Medicare Administrative Contractors (MACs) shall 
educate providers by posting the MLN article and 
attachments associated with this CR. 
 

X X X       

 
III. PROVIDER EDUCATION TABLE 
 
Number Requirement Responsibility 

 
  A/B 

MAC 
D
M
E 
 

M
A
C 

C
E
D
I A B H

H
H 

9533.2 MLN Article: A provider education article related to this instruction will be 
available at http://www.cms.gov/Outreach-and-Education/Medicare-Learning-
Network-MLN/MLNMattersArticles/ shortly after the CR is released. You will 
receive notification of the article release via the established "MLN Matters" 
listserv. Contractors shall post this article, or a direct link to this article, on their 
Web sites and include information about it in a listserv message within 5 
business days after receipt of the notification from CMS announcing the 
availability of the article.  In addition, the provider education article shall be 
included in the contractor's next regularly scheduled bulletin. Contractors are 
free to supplement MLN Matters articles with localized information that would 
benefit their provider community in billing and administering the Medicare 
program correctly. 

X X X   

 
IV. SUPPORTING INFORMATION 
 
 Section A:  Recommendations and supporting information associated with listed requirements: N/A 
  
"Should" denotes a recommendation. 
 



X-Ref  
Requirement 
Number 

Recommendations or other supporting information: 

 
Section B:  All other recommendations and supporting information: N/A 
 
V. CONTACTS 
 
Pre-Implementation Contact(s): Adam Conway, 4107862455 or adam.conway@cms.hhs.gov, Audrey 
Mitchell, 410-786-3864 or Audrey.Mitchell@cms.hhs.gov  
 
Post-Implementation Contact(s): Contact your Contracting Officer's Representative (COR). 
 
VI. FUNDING  
 
Section A: For Medicare Administrative Contractors (MACs): 
The Medicare Administrative Contractor is hereby advised that this constitutes technical direction as defined 
in your contract. CMS does not construe this as a change to the MAC Statement of Work. The contractor is 
not obligated to incur costs in excess of the amounts allotted in your contract unless and until specifically 
authorized by the Contracting Officer. If the contractor considers anything provided, as described above, to 
be outside the current scope of work, the contractor shall withhold performance on the part(s) in question 
and immediately notify the Contracting Officer, in writing or by e-mail, and request formal directions 
regarding continued performance requirements. 
 
ATTACHMENTS: 2  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

MSAS INCLUDED IN THE CJR MODEL 
MSA MSA Title 

10420 Akron, OH 
10740 Albuquerque, NM 
11700 Asheville, NC 
12020 Athens-Clarke County, GA 
12420 Austin-Round Rock, TX 

13140 Beaumont-Port Arthur, TX 
13900 Bismarck, ND 
14500 Boulder, CO 
15380 Buffalo-Cheektowaga-Niagara Falls, NY 
16020 Cape Girardeau, MO-IL 
16180 Carson City, NV 
16740 Charlotte-Concord-Gastonia, NC-SC 
17140 Cincinnati, OH-KY-IN 
17860 Columbia, MO 
18580 Corpus Christi, TX 
19500 Decatur, IL 
19740 Denver-Aurora-Lakewood, CO 
20020 Dothan, AL 
20500 Durham-Chapel Hill, NC 
22420 Flint, MI 
22500 Florence, SC 
23540 Gainesville, FL 
23580 Gainesville, GA 
24780 Greenville, NC 
25420 Harrisburg-Carlisle, PA 
26300 Hot Springs, AR 
26900 Indianapolis-Carmel-Anderson, IN 
28140 Kansas City, MO-KS 
28660 Killeen-Temple, TX 
30700 Lincoln, NE 
31080 Los Angeles-Long Beach-Anaheim, CA 
31180 Lubbock, TX 
31540 Madison, WI 

32820 Memphis, TN-MS-AR 



 

33100 Miami-Fort Lauderdale-West Palm Beach,FL 

33340 Milwaukee-Waukesha-West Allis, WI 
33700 Modesto, CA 
33740 Monroe, LA 
33860 Montgomery, AL 
34940 Naples-Immokalee-Marco Island, FL 
34980 Nashville-Davidson--Murfreesboro--Franklin, TN 
35300 New Haven-Milford, CT 
35380 New Orleans-Metairie, LA 
35620 New York-Newark-Jersey City, NY-NJ-PA 
35980 Norwich-New London, CT 
36260 Ogden-Clearfield, UT 
36420 Oklahoma City, OK 

36740 Orlando-Kissimmee-Sanford, FL 
37860 Pensacola-Ferry Pass-Brent, FL 
38300 Pittsburgh, PA 
38940 Port St. Lucie, FL 
38900 Portland-Vancouver-Hillsboro, OR-WA 
39340 Provo-Orem, UT 
39740 Reading, PA 
40980 Saginaw, MI 
41860 San Francisco-Oakland-Hayward, CA 

42660 Seattle-Tacoma-Bellevue, WA 

42680 Sebastian-Vero Beach, FL 
43780 South Bend-Mishawaka, IN-MI 
41180 St. Louis, MO-IL 
44420 Staunton-Waynesboro, VA 

45300 Tampa-St. Petersburg-Clearwater, FL 
45780 Toledo, OH 
45820 Topeka, KS 
46220 Tuscaloosa, AL 
46340 Tyler, TX 
48620 Wichita, KS 

 



Attachment A: HCPCS G-Codes for Beneficiaries in CJR Episodes 

 

Physicians and nonphysician practitioners billing for post-discharge home visits and telehealth home visits furnished to 
beneficiaries in CJR episodes must comply with the conditions of payments described in CR 9533, which includes the use 
of the following codes when submitting claims to Medicare: 

 

HCPCS 
Short 
Descriptor 

Long Descriptor 
Effective 
Date 

G9490 

 

Joint replac 
mod home 
visit 

Comprehensive Care for Joint Replacement model, home visit for patient 
assessment performed by clinical staff for an individual not considered 
homebound, including, but not necessarily limited to patient assessment of 
clinical status, safety/fall prevention, functional status/ambulation, medication 
reconciliation/management, compliance with orders/plan of care, performance 
of activities of daily living, and ensuring beneficiary connections to community 
and other services. (for use only in the Medicare-approved Comprehensive Care 
for Joint Replacement model); may not be billed for a 30 day period covered by 
a transitional care management code 

04/01/2016 

G9481 Remote E/M 
new pt 
10mins 

Remote in-home visit for the evaluation and management of a new patient for 
use only in the Medicare-approved Comprehensive Care for Joint Replacement 
model, which requires these 3 key components: 

• A problem focused history;  

• A problem focused examination; and 

• Straightforward medical decision making, 

furnished in real time using interactive audio and video technology. 

Counseling and coordination of care with other physicians, other qualified 
health care professionals or agencies are provided consistent with the nature of 
the problem(s) and the needs of the patient or the family or both.  Usually, the 
presenting problem(s) are self limited or minor.  Typically, 10 minutes are spent 
with the patient or family or both via real time, audio and video 
intercommunications technology. 

04/01/2016 



HCPCS 
Short 
Descriptor 

Long Descriptor 
Effective 
Date 

G9482 Remote E/M 
new pt 
20mins   

Remote in-home visit for the evaluation and management of a new patient for 
use only in the Medicare-approved Comprehensive Care for Joint Replacement 
model, which requires these 3 key components: 

• An expanded problem focused history;  

• An expanded problem focused examination;  

• Straightforward medical decision making, 

furnished in real time using interactive audio and video technology.  Counseling 
and coordination of care with other physicians, other qualified health care 
professionals or agencies are provided consistent with the nature of the 
problem(s) and the needs of the patient or the family or both.  Usually, the 
presenting problem(s) are of low to moderate severity.  Typically, 20 minutes 
are spent with the patient or family or both via real time, audio and video 
intercommunications technology. 

04/01/2016 

G9483 Remote E/M 
new pt 
30mins   

Remote in-home visit for the evaluation and management of a new patient  for 
use only in the Medicare-approved Comprehensive Care for Joint Replacement 
model, which requires these 3 key components: 

• A detailed history;  

• A detailed examination;  

• Medical decision making of low complexity, 

furnished in real time using interactive audio and video technology.  Counseling 
and coordination of care with other physicians, other qualified health care 
professionals or agencies are provided consistent with the nature of the 
problem(s) and the needs of the patient or the family or both.  Usually, the 
presenting problem(s) are of moderate severity.  Typically, 30 minutes are spent 
with the patient or family or both via real time, audio and video 
intercommunications technology. 

04/01/2016 



HCPCS 
Short 
Descriptor 

Long Descriptor 
Effective 
Date 

G9484 Remote E/M 
new pt 
45mins 

Remote in-home visit for the evaluation and management of a new patient  for 
use only in the Medicare-approved Comprehensive Care for Joint Replacement 
model, which requires these 3 key components: 

• A comprehensive history;  

• A comprehensive examination;  

• Medical decision making of moderate complexity, 

furnished in real time using interactive audio and video technology.  Counseling 
and coordination of care with other physicians, other qualified health care 
professionals or agencies are provided consistent with the nature of the 
problem(s) and the needs of the patient or the family or both.  Usually, the 
presenting problem(s) are of moderate to high severity.  Typically, 45 minutes 
are spent with the patient or family or both via real time, audio and video 
intercommunications technology. 

04/01/2016 

G9485 Remote E/M 
new pt 
60mins   

Remote in-home visit for the evaluation and management of a new patient  for 
use only in the Medicare-approved Comprehensive Care for Joint Replacement 
model, which requires these 3 key components: 

• A comprehensive history;  

• A comprehensive examination;  

• Medical decision making of high complexity, 

furnished in real time using interactive audio and video technology.  Counseling 
and coordination of care with other physicians, other qualified health care 
professionals or agencies are provided consistent with the nature of the 
problem(s) and the needs of the patient or the family or both.  Usually, the 
presenting problem(s) are of moderate to high severity.  Typically, 60 minutes 
are spent with the patient or family or both via real time, audio and video 
intercommunications technology. 

04/01/2016 



HCPCS 
Short 
Descriptor 

Long Descriptor 
Effective 
Date 

G9486 Remote E/M 
est. pt 
10mins   

Remote in-home visit for the evaluation and management of an established 
patient for use only in the Medicare-approved Comprehensive Care for Joint 
Replacement model, which requires at least 2 of the following 3 key 
components: 

• A problem focused history; 

• A problem focused examination;  

• Straightforward medical decision making, 

furnished in real time using interactive audio and video technology.  Counseling 
and coordination of care with other physicians, other qualified health care 
professionals or agencies are provided consistent with the nature of the 
problem(s) and the needs of the patient or the family or both.  Usually, the 
presenting problem(s) are self limited or minor.  Typically, 10 minutes are spent 
with the patient or family or both via real time, audio and video 
intercommunications technology. 

04/01/2016 

G9487 Remote E/M 
est. pt 
15mins   

Remote in-home visit for the evaluation and management of an established 
patient for use only in the Medicare-approved Comprehensive Care for Joint 
Replacement model, which requires at least 2 of the following 3 key 
components: 

• An expanded problem focused history;  

• An expanded problem focused examination;  

• Medical decision making of low complexity, 

furnished in real time using interactive audio and video technology.  Counseling 
and coordination of care with other physicians, other qualified health care 
professionals or agencies are provided consistent with the nature of the 
problem(s) and the needs of the patient or the family or both.  Usually, the 
presenting problem(s) are of low to moderate severity.  Typically, 15 minutes 
are spent with the patient or family or both via real time, audio and video 
intercommunications technology. 

04/01/2016 



HCPCS 
Short 
Descriptor 

Long Descriptor 
Effective 
Date 

G9488 Remote E/M 
est. pt 
25mins 

Remote in-home visit for the evaluation and management of an established 
patient  for use only in the Medicare-approved Comprehensive Care for Joint 
Replacement model, which requires at least 2 of the following 3 key 
components: 

• A detailed history; 

• A detailed examination; 

• Medical decision making of moderate complexity, 

furnished in real time using interactive audio and video technology.  Counseling 
and coordination of care with other physicians, other qualified health care 
professionals or agencies are provided consistent with the nature of the 
problem(s) and the needs of the patient or the family or both.  Usually, the 
presenting problem(s) are of moderate to high severity.  Typically, 25 minutes 
are spent with the patient or family or both via real time, audio and video 
intercommunications technology. 

04/01/2016 

G9489 Remote E/M 
est. pt 
40mins 

Remote in-home visit for the evaluation and management of an established 
patient  for use only in the Medicare-approved Comprehensive Care for Joint 
Replacement model, which requires at least 2 of the following 3 key 
components: 

• A comprehensive history;  

• A comprehensive examination;  

• Medical decision making of high complexity, 

furnished in real time using interactive audio and video technology.  Counseling 
and coordination of care with other physicians, other qualified health care 
professionals or agencies are provided consistent with the nature of the 
problem(s) and the needs of the patient or the family or both.  Usually, the 
presenting problem(s) are of moderate to high severity.  Typically, 40 minutes 
are spent with the patient or family or both via real time, audio and video 
intercommunications technology. 

04/01/2016 
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